A qualitative study about the experiences of ethnic minority pregnant women with gestational diabetes by Dayyani I et al.
1 
 
A qualitative study about the experiences of ethnic minority 
pregnant women with gestational diabetes  
 
 
 
  
2 
 
Abstract  
Background: Gestational diabetes mellitus demands rapid health behaviour 
changes in order for the pregnant woman to obtain stable blood glucose levels. 
In Denmark, the general incidence of gestational diabetes mellitus is about 3%, 
but more than 4.5% among non-Western immigrants and descendants. Women 
belonging to ethnic minorities may be particularly challenged by health behaviour 
changes due to educational, language and cultural barriers.   
Aim: To explore how non-Western ethnic minority pregnant women in Denmark 
experience the hospital-based information about gestational diabetes mellitus 
and how they integrate this information into their everyday life. A secondary aim 
was to investigate how Health literacy and distributed Health literacy affects this 
process.   
Methods: Semi-structured, qualitative interviews with 11 women. Thematic 
analysis was conducted with a special focus on health literacy as analytical 
approach.   
Results: Three themes were identified: Reaction to the diagnosis, Everyday life 
and Information needs. All women felt sad and worried by the diagnosis. Some 
struggled to implement the recommended behaviour changes and many lacked 
supports from their spouse. The hospital-based information was positively 
evaluated, but in some cases the information was misunderstood. Social 
networks, language skills, and the ability to seek and assess information were 
important factors influencing the degree to which the women experienced 
gestational diabetes mellitus to be a challenge. 
3 
 
Conclusion: Women were generally satisfied with the hospital-based 
information. Women with low health literacy/poor Danish language skills seem to 
be most challenged by the diagnosis. Future research should examine ways to 
organize patient-centred health care while simultaneously supporting women's 
opportunity to increase health literacy through e.g. social network and the 
Internet. 
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Introduction  
Gestational diabetes mellitus (GDM) is defined as glucose intolerance that first 
occurs or is identified during pregnancy (1). If pregnant women fail to make the 
recommended behaviour changes and if GDM is not well-managed (2,3) the risk 
of short and long-term complications can increase and lead to severe outcomes 
for baby (4) and mother (2). The incidence of GDM has a significant regional 
variation between 2-19% (5,6,7). The incidence is highest among ethnicities of 
Asia, Africa, South Europe and South America (6,8). For example, in Denmark 
the general incidence of GDM is about 3%, whereas it is 4.5% among non-
Western immigrants and descendants (8). Non-Western ethnic minorities often 
have poorer language skills and their cultural background and related lifestyle 
can demand extraordinary efforts from health professionals to avoid 
misunderstandings and poorer health outcomes (9,10).  
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As the pregnant woman has a short time to implement life-style changes, it is 
imperative for the GDM-prognosis that she understands the information and 
counselling given and that she successfully and immediately makes the required 
changes in her everyday life (1). Health literacy is a concept that covers the 
social and cognitive skills to understand and use information for health. Health 
literacy is defined as the ability of a person to access, understand and use 
information to promote and maintain good health (11,12). Nutbeam describes 
health literacy as functional (capacity to read and use numbers in medical 
contexts), interactive (capacity to discuss and interact meaningfully in health 
contexts) and critical (capacity to act). More recently, the concept of distributed 
health literacy has evolved. Distributed health literacy is defined as ‘the health 
literacy abilities, skills and practices of others that contribute to an individual’s 
level of health literacy’ i.e. health literacy viewed as a distributed resource within 
an individual’s social network (13).  
 
Limited health literacy has been shown to be a determining factor for inequity in 
health and is more widespread among ethnic minorities than among background 
populations (14,15). Central to health literacy is both how individuals may 
increase their health literacy, and how the health care system and society can be 
organised to support health literacy (16). Thus, the health care system has a 
challenge to tailor care and education to the cultural background, health 
knowledge and health literacy of ethnic minority pregnant women with GDM. 
 
More knowledge is needed about the complex dynamics of how ethnic minority 
pregnant women can, despite language and cultural barriers, increase their 
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ability to successfully make the appropriate health behaviour changes when 
diagnosed with GDM (17). 
Aim 
The primary aim was to explore how non-Western ethnic minority pregnant 
women with GDM in Denmark experience the hospital-based information about 
GDM and how they integrate this information into their everyday life. The 
secondary aim was to investigate the role played by health literacy and 
distributed health literacy.  
 
Methods  
A qualitative explorative design grounded in the phenomenology-hermeneutic 
tradition was used. Semi-structured interviews were conducted to gain insight 
into the women's subjective experiences. The data were subsequently 
interpreted with the theory of health literacy.  
 
Study setting 
The study was conducted in collaboration with a Hospital which serves 4800 
pregnant women annually of whom 3-4% are diagnosed with GDM. Denmark has 
a tax-financed healthcare system and a comprehensive prenatal care program 
that is free for all pregnant women. This includes regular visits with their general 
practitioner and with a midwife.  
 
All pregnant women are screened for risk of GDM at prenatal visits. Positive 
screening results in an oral-glucose-tolerance-test (OGTT) is performed. If GDM 
is diagnosed this information is delivered to the woman by E-mail in Danish 
digital post, or in a postal letter. Women with GDM are offered a two-hour group 
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education at the hospital; where a nurse teaches about GDM in general and 
about exercise recommendations, and a dietitian teaches about diet and its effect 
on BG. 1-2 weeks subsequently, she will be recommended a follow-up 
appointment with the dietitian and an obstetrician. Hereafter, the pregnant 
woman is expected to manage BG-measurements and lifestyle changes on her 
own. Subsequently, lifestyle changes and management of GDM is monitored and 
assessed at obstetrician appointments. 
 
Design, participants and data collection 
This inquiry was an interview study. The inclusion criteria were that participants 
should have GDM, be of non-western ethnicity and/or speaking Danish or semi-
fluent Danish. The referring nurse at the hospital pregnancy clinic identified 
potential participants and these women were informed about the study and 
requested about participation at the next hospital appointment. To gain deeper 
insight into the context of the education setting and content, the first author also 
participated in group education and one one-to-one teaching. The first author is 
a midwife, but not a pregnancy clinic staff member. Participation in the education 
setting was used as preparation for the interviews and as a method of 
triangulation to increase the validity of the study. Upon consent, the first author 
contacted the woman in order to provide in-depth information about the study 
and potentially set up an interview at a time and setting of the woman's choice. 
 
The interviews were led by a semi-structured interview guide in Danish 
consisting of 10 open-ended questions, with sub-questions (Table 1). The first 
questions were opening questions intended to explore the everyday life of the 
woman. Questions 7 and 8 were based on the theoretical terms empowerment 
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and health literacy. The health literacy level assessment of the women was 
subjectively assessed by the first author based on the women’s answers to 
question 4, 5a, 6a, 7 and 8b,c,g,i , drawn from the HLS-EU-Q47 questionnaire 
(18). Health literacy was also assessed based on the women’s overall 
descriptions of their experiences. In the European Health literacy report, 
exploring functional, interactive and critical health literacy (18), the health 
literacy assessment of the study population was categorised excellent health 
literacy, sufficient health literacy, problematic health literacy and inadequate 
health literacy. The limited subjective assessment in our study precluded a 
detailed health literacy assessment; therefore, the health literacy level 
assessment of the informants was categorised high, acceptable and low. 
Question 6 and 9 in the interview guide were used to investigate distributed 
health literacy.  
 
The interviews were performed by the first author (ID) and lasted between 21 
and 60 minutes. The first eight interviews were performed in spring 2017 and 
included all women that were of non-Western Ethnicity and able to converse in 
Danish. As the first interviews indicated the impact of poor language skills on the 
understanding and management of GDM, we conducted additional interviews 
with Arabic speaking women with no or very poor Danish language skills. They 
were performed with a female Arabic interpreter, who also recruited women as 
she worked as a health care assistant at the pregnancy clinic. Following the 
additional three interviews we estimated that data saturation was met, as no 
new perspectives emerged from the data. 
 
Data analysis 
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The data were analysed using Thematic analysis (19). Thematic analysis is a 
useful and flexible analytical tool that can be applied across a range of 
theoretical/epistemological approaches. It involves six phases of analysis (e.g. 
familiarizing with material, generating codes, identifying themes) and each phase 
involves several decisions that the researcher must consider and make explicit. 
Furthermore, the analysis allows for the inclusion of both inductive and deductive 
coding. The early stage of analysis started during the transcription process, 
undertaken by the first author (ID). Then data were coded in `meaning´ units 
through an iterative process, using the NVivo software program. Using thematic 
mapping, ID and SL subsequently merged the `meaning units´ into higher-level 
themes and then into top-level themes within the theoretical framework.  
 
Ethical considerations 
Prior to the interview, the participants received oral and written information 
about the study purpose, anonymity (through pseudonyms), destruction of the 
recordings after the study and their voluntary participation. Written informed 
consent was gained. According to the Danish legislation, no ethical approval is 
needed for studies that do not include biological materials (20). 
 
Results  
The women were diagnosed with GDM between gestational week 14 and 35 and 
they were interviewed 1-18 weeks after the GDM diagnosis. Three women were 
from South and East European Countries, five women were from Asia and Middle 
east and three women were from Somalia. For participant characteristics, see 
table 2. In all, six interviews were performed in Danish, two in English, and three 
with an Arabic interpreter. The women were all married or living with a partner. 
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All but one woman was married to same-ethnicity-husbands. Three women were 
obese (BMI >30 kg/m2), the remaining had normal weight or were overweight 
(BMI 18 to 29.9 kg/m2). Of the six multiparous women, one woman had a 
diagnosis of GDM in a previous pregnancy. None were insulin treated. 
 
The major themes ‘Reaction to the diagnosis’, Everyday life’ and ‘Information 
needs’ were identified during analysis, the last two including subthemes. 
 
Reaction to the diagnosis 
The women had different reactions to the GDM diagnosis. The majority were 
concerned and found it very serious, while some were almost unconcerned. 
Some women reflected that their social and family network did not believe the 
GDM diagnosis, because they had not heard about it before. 
 
The women’s perceptions of the GDM diagnosis were influenced by different 
factors. For example, women whose OGTT value was close to the cut-off criteria 
perceived the diagnosis as less harmful (Table 3, quote 1). Similarly, women who 
had been presented with the diagnosis as a passing, pregnancy-related condition 
or women who reported no physical symptoms at all, were less affected by the 
GDM diagnosis (Table 3, quote 2).  A few women reported physical symptoms of 
GDM (e.g., feeling dry in the throat or prick and sting in hands and feet) which 
they said made the diagnosis more meaningful, though still hard to accept (Table 
3, quote 3). 
 
The women who felt very affected by getting the GDM diagnosis described the 
feelings of sadness, stress, insecurity, and worry. GDM diagnosed early in 
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pregnancy caused worries about miscarriage and the need of insulin treatment. 
The women were worried for their own health and/or the health of their child 
(table 3, quote 4).  
 
The women were all informed of the GDM diagnosis by E-mail, and some 
described feeling frightened and worried (table 3, quote 5). Most of the women 
reported the days from receiving diagnosis to going to the patient-education 
class at the hospital (usually one week) as a period with fearfulness and 
uncertainty regarding which behaviour changes they should prepare for and 
engage in. The analysis shows that this was a particular problem for women with 
low health literacy.  
 
Everyday life  
All women reported that their everyday life was affected by the GDM and the 
concomitant need for lifestyle changes. Success with behaviour change depended 
on different elements and the baby emerged as the most motivating factor for 
this (table 3, quote 4,6). 
 
GDM is difficult  
For all women an extra effort was needed to adapt to the new lifestyle. Women 
with low health literacy described to a greater extent that it was a big issue in 
their life and that they constantly had to think about a new life style, e.g., 
healthy food and its preparation (table 3, quote 7,8). The GDM disrupted the 
women’s previous everyday routines regarding grocery shopping, food 
preparation and eating. Previously valued social gatherings were suddenly 
considered a potential challenge as it was difficult to deny tempting food or 
11 
 
impossible to get diabetes friendly food. For example, Jasmin felt embarrassed 
and self-conscious when her friends had tried to make special food for her, and 
this food did not meet the criteria for diabetes friendly food (table 3, quote 9).  
 
The recommendation concerning frequent small meals and meals at certain times 
was challenging for many. It required not only practical planning or the need to 
turn down food at social gatherings, but the women also reported feeling hungry 
because of the small meals and needing food at GDM-inappropriate times for 
example at night time. Thus, the dilemma between hunger, small/big meals and 
having stable BG was described in several interviews (table 3, quote 10). 
 
GDM must be controlled  
The BG measurements had an important influence on reducing the anxiety as it 
worked as a proof for a good or bad health condition (table 3, quote 11). Thus, 
controlling GDM by measuring BG made most women feel more secure about 
their diets influence on the BG. 
 
The analysis showed that the women in our study with higher health literacy 
responded to a high BG measurement by regulating subsequent meals. However, 
some women (all with lower health literacy) responded to a high BG 
measurement by getting scared and acting medically incorrectly (table 3, quote 
12) for example, skipping the next meal or drinking a lot of water believing that 
this would decrease BG.  
 
All women were aware of the importance of regulating GDM with physical 
activity, but only two women reported increasing their physical activity to the 
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levels suggested. Watching a pregnant woman doing intensive physical activity 
on television worked as a promoting factor for Elham. She described that 
previously she had thought that a pregnant woman should relax and take care 
not to be too physically active (Table 3, quote 13). Ramona got inspired by a You 
tube video of pregnant women dancing Zumba, so she had started dancing 
Zumba at home. The remaining women described barriers for psychical activity 
as e.g. pelvis or foot pain, cold weather or laziness. In these cases, the women 
did not describe receiving any useful specific instructions on other types of 
psychical activity that could fit in to their life (table 3, quote 14).  
 
Network as support or barrier 
All women described how their spouse or family supported and/or indirectly 
complicated the health behaviour change. The mothers of the women were often 
highlighted as emotional supporters e.g. sharing their own experiences with 
diabetes, as they often had diabetes themselves. Some of the spouses who 
joined the interview admitted that they wanted to support the new health 
behaviour of their wife, but that they were unwilling to do the behaviour changes 
themselves (table 3, quote 15,16). For example, a woman described her 
husband worrying about the size of her meals, while drinking a Coke in front of 
her (table 3, quote 17). Several women worked on the behaviour changes, but 
as their children and spouses wanted their usual foods the women had to make 
two sets of meals which was very time consuming for them. For comparison, Ana 
had a Danish husband who from the first day searched the internet for diabetes 
friendly recipes and for inspiration to change their usual meals. 
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In general, the women did not mention friends as supporters or somebody they 
shared their worries about the diagnosis with. For that reason, the women 
seemed to be quite alone with their new life-interfering situation. 
 
Information needs 
In general, the women assessed the GDM information and instructions received 
from xxx as good and important and they described how it compensated for the 
lack of information they felt right after receiving the GDM diagnosis by E-mail 
(table 3, quote 18,19).  
 
When information needs are not met 
Despite the appreciation of the information and guidance from the hospital, in 
some cases the women misunderstood the information e.g. concluding that the 
recommendation about drinking water also meant that drinking water would cure 
high BG (table 3, quote 20). In one case a woman with low health literacy did 
not understand why she had a high BG. She tried to ask the dietitian what could 
have been the reason. Poor language skills and not being insisting on being able 
to understand the explanation was apparently the reason why she did not 
receive the appropriate clarification.  
 
The benefit of health professionals and internet 
The women described the health professionals as nice and helpful and that they 
could draw on their instructions to make changes (table 3, quote 21). The group 
sessions were positively evaluated as the women received inspiration from other 
participants and appreciated the realisation that they were not the only one with 
GDM (table 3, quote 22,23). However, despite the overall satisfaction, the 
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interviews revealed that some of the women were left with an information gap 
because of their poor language skills and the non-individualised group-based 
teaching. 
 
There was clear diversity in the womens’ need for knowledge and the resources 
they had to search for additional information. Ana who was highly educated and 
had good Danish language skills handled the GDM situation in a way that showed 
her high level of health literacy compared to the other informants (table 3, quote 
24). Some women did not search for any additional information at all. This was 
in some cases because they were worried about getting too scared. Some 
women had searched for information about GDM in internet sites from their 
home countries, because it was easier for them to read and understand things in 
their native language. They described a sense of when the internet sites were 
trustworthy sources, though some of the women with low or acceptable health 
literacy described to be unconcerned about site accuracy and validity of the 
different internet sites they accessed. A woman assessed as having low health 
literacy, had used a Danish internet site to obtain information about other 
medical issues, for her it was natural to use the same internet site to get 
information about GDM and in that way her experience about using the internet 
for other purposes increased the information sources, though she could not 
assess the validity of this information. 
 
Discussion  
The present study explores how non-Western ethnic minority pregnant women in 
Denmark experienced GDM, the hospital-based information and how they 
attempted to manage the required behaviour changes. The health literacy 
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assessment of the women was assessed through the analysis of the data. Some 
of the women experienced fear due to information gaps after receiving the GDM 
diagnosis. The involvement of the social networks of the women were significant 
for making behavioural changes. There were differences in the women’s 
engagement in finding information after receiving the diagnosis and in the 
women’s evaluation of information from the internet. For example, only some 
women seemed to increase their physical activity level proximately as 
recommended. One woman in the sample had suffered from GDM in a previous 
pregnancy and her experiences did not differ markedly from the rest of the 
sample. However, larger future studies investigating differences between primi-
/multiparas and between women with previous GDM/first-time GDM could 
provide valuable information for clinicians. Finally, the women valued group-
based instructions, however, our results show that lack of individually based 
instruction left some women less understanding or misunderstanding of 
important issues.  
 
Reaction to the diagnosis 
Our results resonate with other studies showing that women have strong 
reactions of fear, sadness, guilt and uncertainty following a GDM diagnosis and 
that they struggle to understand the risks and implications of the diagnosis 
(5,22,23,24). However, the women in the present study received the diagnosis 
by E-mail, which may be particularly inappropriate for women with lower health 
literacy and lower language proficiency in terms of understanding the Danish 
content and knowing where to retrieve further information. As suggested in the 
study by Yee et al (25), women may be less anxious if they have knowledge 
about diabetes in general and therefore the E-mail could appropriately include 
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relevant and trustworthy internet sites, to reduce the anxiety and insecurity right 
after diagnosis. 
Everyday life 
Most women in the present study were very much alone with the responsibility of 
implementing the lifestyle recommendations. It is well-known that lack of 
support from family and social network can be a barrier to change and a cause of 
social isolation (22,25) and that social support is a very important facilitator for 
life style changes and for the overall management of GDM (7,21,23), possibly 
through distributed health literacy (13). To make the behaviour changes a family 
affair, interventions for this population could engage the spouses in the teaching 
and follow-up appointment at the hospital. In the invitation E-mail with 
information of the GDM diagnosis, the spouses could be encouraged to join the 
appointments at hospital.  
  
More than 60% of women with GDM are physically inactive (26) and, in our 
study, the majority also seemed to have a limited increase in physical activity. In 
the hospital instruction they were encouraged to walk 10’000 steps per day, 
which can be overwhelming if the woman is not used to physical activity or if she 
has pelvic pain (5). Furthermore, all women lacked social support for increased 
physical activity. Thus, future interventions could to a further degree build on the 
individual's pre-pregnancy habits, cultural beliefs and physical constraints. 
Instructions on physical activity other than walking could encourage more 
women to increase their psychical activity level and as concluded by Martis et al 
(24), visual information could increase the opportunity of the women to make 
lifestyle changes, which in the commission of increasing physical activity 
information materials should comprise pictures of pregnant women performing 
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different kind of suitable sports step by step. Furthermore, personal instruction 
and one-on-one training has been shown to lead to increased activity, lower BG-
levels and a delayed need of insulin compared to standard care (27). Similarly, 
non-Western ethnic minority pregnant women with GDM may benefit from 
personal and patient-centred instructions.  
 
Information needs 
The hospital instructions increased the knowledge and health literacy of the 
women, especially when it concerned diet. The women participating in group-
based-instructions found it valuable to meet other women with GDM and to hear 
their questions and concerns. The interviews revealed that some women did not 
understand all the instructions because of poor language skills; e.g., Jasmin who 
did not achieve any clarification of her high BG. According to the theory of 
distributed health literacy (13), teaching and counselling in groups could be a 
way to increase health literacy skills by drawing on the health literacy of other 
group members. However, in group education for this specific group, our results 
indicate that there is a risk that limited understanding is overlooked by health 
professionals. Consequently, we suggest that visual aids including pictures of 
non-Western foods is important to accommodate understanding (24) and these 
women should also receive individual instructions and/or have access to an 
interpreter. To accommodate the perceived benefits of group-based-instruction, 
targeted and tailored interventions should to be developed. Additionally, 
hospitals could introduce non-western ethnic minority pregnant women with GDM 
to network groups. e.g. on Facebook or in community centres. To the best of our 
knowledge this issue concerning the need for both group-based and individual 
instructions has not been highlighted in other studies. 
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Assessment of the results with the theories of health literacy and distributed health 
literacy 
Several models have been developed to explain health literacy and health 
outcomes in a broader perspective (28,29,30); these models are useful as a 
skeleton when interpreting and understanding data, when assessing the quality 
of the healthcare system or when health promoting interventions are developed 
and evaluated.  
 
In accordance with the central segment of the conceptual health literacy model 
(28), our results show how the women are expected to access (e.g. know where 
to search trustworthy information on the internet), understand (information from 
the hospital teaching or internet), appraise (the severity and significance of the 
GDM diagnosis) and apply (turn over the knowledge to concrete lifestyle 
changes) health information to get knowledge, competence and motivation to 
make the demanded behaviour changes in order to promote and maintain good 
health and to prevent diabetes-2. In ‘The journey to health and wellbeing’ model 
(29) the journey to health starts with the family health history and the cultural 
background. In this model the literacy skills reading, and understanding are the 
facilitating skills on the pathway steps from the ‘Cultural background’ through 
‘Collecting health information’ and ‘The way you live your life’ to ‘Health and 
well-being’. In our study, the family health history and cultural background of 
the women was central to their integration and new knowledge in life style 
changes (quote 13,16).  
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According to the theory of distributed health literacy (13,30), accessing, 
understanding and appraising health information is not just an individual task but 
something which can be dispersed among e.g. friends, family, health 
professionals etc. The women in our study increased their health literacy to 
different degrees through the health professionals at the group teaching or 
individual appointments. To have access to health literacy of friends and 
relations, non-western ethnic minority pregnant women with GDM need to have 
social networks supporting them. Most of the women in this study did use the 
internet to seek additional information about GDM, but they could not draw on 
the computer skills in their family/network when they had problems about 
understanding and assessing the validity and trustworthiness of the sought 
information. The spouses, who were often the only network, also had poor 
Danish language skills and had sparse knowledge about health and the 
recommended GDM lifestyle. On the other hand, some women got advice from 
their mothers (who also had diabetes), but often it was a long-distance support 
as the mothers lived in the home country.  
 
Ensuring that non-western ethnic minority pregnant women with GDM increase 
their health literacy when engaging with the health care system, several aspects 
must be considered from both an individual and a public perspective. We 
observed the hospital setting through the ‘lens’ of how it is to participate with 
poor language skills and low health literacy, inspired by Yee et al (17) who 
highlight the need for health professionals to use multiple teaching modalities. 
Health professional’ s oral counselling was accompanied by written materials 
designed for a low literacy level and together with this they made practical 
demonstrations such as BG-measurement. To increase the womens’ benefit from 
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the GDM teaching/instructions, health professionals should also beware of not 
giving too many instructions at one time/appointment and use simple messaging 
with few messages and where patients own words are used, and teach back 
techniques (e.g. ask the woman to explain the main issues from the instructions) 
(17). In order to increase the level of health literacy for this targeted group, the 
health professionals should also base the instructions and advice specifically on 
the cultural background (29). To prevent misunderstandings, it is also important 
to pay attention to the fact that distributed health literacy can be counter-
intuitive and not necessarily support biomedically appropriate behaviour. 
Furthermore, people with differing cultural backgrounds may have different 
perceptions and understanding of disease, which means that they do not 
necessarily comply with Western biomedical understandings (31). Finally, the 
women and their network may be used to different healthcare systems in their 
country of origin and thus not provide context-relevant support (9,14). 
 
Strengths and limitations 
When assessing the results of this study, some considerations must be reflected. 
Using health literacy as a framework for the analysis facilitated new 
understandings of the experiences of the women as they learned to manage 
GDM, and highlights ways in which health professionals responsible for providing 
information and counselling to this group of women can improve education and 
health care for this group. However, the focus on the health literacy perspective 
may have limited a more thorough phenomenological description of the women. 
Repeated interviews in combination with participant observations in the women's 
homes could have added further details and depth to our understanding. During 
data collection, the material was estimated to be saturated, however, other 
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perspectives may have emerged if informants with other languages than Arabic 
had been interviewed with an interpreter.  
 
As the interpreter was only involved in the last tree interviews, some of the first 
informants with poorer Danish-language skills may not have had the language to 
fully express their thoughts and feelings. The advantage of an interpreter is that 
the women can describe their experiences on their mother tongue, whilst 
negative impacts are e.g. the interpreters lacking knowledge about the exploring 
nature of a research interview and altered interview dynamics due to the 
presence of an interpreter (32). Further, it can introduce a bias that the 
interpreter knew the women from the hospital appointments.  
 
Conclusions 
Overall, non-Western ethnic minority pregnant women with GDM felt satisfied 
with the instructions offered from the hospital. All the women succeeded to 
varying degrees with behaviour changes. Low health literacy and/or poor Danish 
language skills made the women more challenged by the GDM diagnosis. We 
found that low health literacy leads to the women perceiving fear, related to 
information gaps and doubts immediately after receiving the GDM diagnosis, lack 
of involvement by spouses and friends in behaviour changes, and problems 
concerning the women´s validation of Internet information. 
 
The implications of this study are for health practitioners to be aware of the 
advantages of tailored future care according to culture, language skills and 
educational level.  
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Further, it is important to explore the advantages of group-based counselling as 
this can increase the social networks and distributed health literacy of the 
women.  
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